. On opening the sac, dividing the constriction and pulling out the gut, we may recognise the distended, congested entrant gut (a), the proximal anaemic zone of constriction (b), the distended trapped bowel (c), the distal anaemic zone of constriction (d), and the collapsed pale exit gut 1 Read at Meeting IV., 16th January 1895.
" that if in all surgery there is a work of supererogation, it is this operation of sewing up a wounded gut."
The revolution effected by Lister uprooting the ancient landmarks and limitations, put power in the surgeon's hands far beyond the wildest dreams of the past. It is astonishing to note the wondrous difference between the present day " now " and the past "then" of 1800 when John Bell flourished.
The conditions under which the surgeon is called to operate upon the intestinal canal may be shortly classified under the heads of Traumatism and Obstruction. The latter may be divided into, first, the forms of obstruction associated with interruption to the vascular supply of the part. Such are strangulated hernia, volvulus, intussusception. The progress of these cases is acute, the result gangrene. Second, obstruction due to diminution of the lumen. Such forms are due to foreign bodies, or to new growths springing from or external to the bowel. In this series the cases are rather subacute than markedly acute. The fatal issue is caused by ulceration at the seat of the obstruction, or it arises during the storm of intestinal peristalsis and its concomitants. As an example of the changes which ensue when a band arrests the circulation in a loop of bowel, we may take the type presented by a case of strangulated hernia (Fig. 1) . On opening the sac, dividing the constriction and pulling out the gut, we may recognise the distended, congested entrant gut (a), the proximal anaemic zone of constriction (b), the distended trapped bowel (c), the distal anaemic zone of constriction (d) The great bugbear of the operation is peritoneal contamination, and it is specially in cases complicated with gangrene that this difficulty arises. We therefore dwell upon further details observed during primary resection and suture in cases of gangrene. After the constriction is divided and the gut pulled well out to expose healthy intestine, the ring from which it emerges should be lightly plugged with sterilized gauze to guard the peritoneum. Just beyond the distal end of the gangrenous mass a couple of longbladed pressure forceps should be applied side by side, and the gut completely divided between them. The mesentery should now be severed along its attachment to the portion of gut we wish to remove, and this enables us to hold the free extremity over a vessel, when on removing the forceps its contents escape and the congestion abates. Having thus relieved the distension and emptied the gut, we may now re-apply the forceps on the central healthy gut, and cut away the intervening damaged portion. The mesentery has now to be dealt with. Iti cases where the gut has not given way, it is not necessary to remove any of the mesentery. As Kocher has indicated, it suffices to suture the free margins to each other. This checks the small amount of haemorrhage usually present, and serves to approximate the severed ends of intestine.
If, however, the mesentery within the sac has been in contact with faecal matter, it is better to remove entirely the contaminated triangular portion, as we would also deal with omentum under similar circumstances.
We now proceed to suture. This is simplified by the introduction of three or more provisional loops, which serve to steady and approximate the edges which have to be united. The loops pas through the whole thickness of the gut. The A mass about the size of two fists is found to the right of the umbilicus. It is tender, has an irregular outline, and is fixed; with mainly a resonant note. Urine normal.
The mass was at first supposed to be inflammatory. Under treatment it subsided slightly, became more circumscribed, and then remained stationary. The abdomen was opened in the right linea semilunaris January 12, 1894. A large malignant tumour, involving the ileo-csecal region and the colon, was exposed, and with difficulty detached from the vascular adhesions which united it to the parietes and adjacent coils of small intestine. It was finally separated by clamping and dividing the free coils of bowel by which it was still continuous, and we were now able to appreciate the somewhat complicated relation (Fig. 2) . It appeared that we had divided the bowel transversely at the points a, b, c, d. We now sutured the ileum to the hepatic flexure of the colon (a to d). The remaining portions of bowel lay so imbedded in vascular adhesions that one feared the patient, already exhausted, could not bear a more prolonged operation, and accordingly the ends of the loop were brought out at the incision, a Paul's tube was inserted at each extremity, and the abdomen was closed (see Fig. 3 
